‘Type of Deficiencies Found

North Carolina Depafhneof ealth and Human Services
Division of Health Setvice Regulation '
_ Mental Health Licensure and Certification

2718 Mail Service Center ® Raleigh, North Carolina 27699-2718
betp:/ /vrwrwncdhhs .gov/dhsr/

Beverly Eaves Perdue, Govemor . Stephianie Alexander, Chief
Lanier M. Cansler, Secretary Phone: 919-855:3795 -

" Fax: 919-715-8077
March 20, 2009 '

Dr. Frank Farrell, Center Director
O'Berry Neuro-Medical Treatment Center.
400 Old Smithfield Road

Goldsboro, North Carolina 27530-8464

Re: Death Review Survey Conducted on 3/13-3/16/09 :
O'Berry Neuro-Medical Treatment Center , Provider# 34G004, 400 Old Smithfield
Road,Goldsboro, North. Carolina 27530-8464 :

‘Dear Dr. Farrell:

Thank you for the cooperation and courtesy extendéd during the death review completed
3/16/09. . : o

' An immediate jeopardy was identified during the survey. This resulted in the facllity being out of

compliance with §483.410 Goveming Body and Management and §483.420 Client Protections.

" A plan was developed and implemented to remove the jeopardy on site.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencles Form (CMS-
2567). The purpose of the Statement of Deficiencies Is to provide you with specific details of the
practices that do not comply with regulations.- You must develop a Plan of Correction that * -
addresses each déficiency listed on the CMS-2567 form and return it to our office within ten
days of receipt of this letter. Below you will find details of the type of deficiencies found, the-

time frames for compliance and what to include in the Plan of Correction,

— Condition Level W102 is listed condition level violation i.e. §483.410 Governing Body

. and Management. ' ' : '

e . Condition Level W122is listed condition level violation i.e. §483.420 Client Protections
(W149). ‘ :

Time Frames for Compliance '
» A completed Plan of Correction addressing all cited deficiencies must be returned 1o our

office within ten days of receipt of this letter.

s The condition level deficiencies must be corrected within 30 daS/s from the exit date of

the survey, which'is April 15, 2009. You must request in writing a revisit indicating

credible allegation of compliance no later than 30 days following the.survey.
o If the facility is not in compliance at the time of the follow-up, a recommendation for

termination from the Medicaid program will be made effective within ninety (90) days

@ Location: 805 Biggs Drive e Dorothea Dix Hospital Campus » Raleigh, N.C. 27603 %
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_ 3/20/09°

O'Berry Neuro-Medical Treatment Center
' Dr. Frank Farrell, Center Director

from the last date surveyed.

What to'include in the Plan of Correction : .

e Indicate what measures will be put in place to correct the deficient practice (i.e.
changes in policy-and procedure, staff training, changes in staffing pattems, etc.).
Indicate what measures will be put in place to prevent the problem from occurring again.

" Indicate who wilf monitor the situation to ensure-it will not oceur again. ‘
Indicate how often the monitoring will take place. :

Sign and date the bottom of the first page of the CMS-2567 Form.

e ¢ & &

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your.
records. : . ‘ A

Send the original completed form 1o our office at the following address within 10 days of receipt
of this letter.

Mental Health Licensure and Certification Section -
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be. conducted to verify all violations have been corrected. If we can be of
further assistance, please call Kimbgrty McCaskill at (919)855-3805.

‘ Sincereiy. A
. W%C‘hﬂuoﬂdd

Kimberly C. McCaskill, MSW, QMRP
Facility Survey Consuitant |

Enclosures

Cec: dhsrrreports@ncmail.net
Carol Donin, State Operated Services
" Monica Jones, DMA
Eastpointe Mental Health, Kenneth Jones
Wayne County DSS, Debbis Jones, Director
DMH/DDISAS QM Team
Susan Politt, DRNS

@ : Location: 805 Biggs Drive e Dorothea Dix Hospital Campus »Raleigh, N.C. 27603 %
An Equal Opportunity / Affirmative Action Employer ¥
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o : : ‘ Printed: 03/19/2009
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

. CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 09380391
STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CLIA (%3 MULTIFLE CONSTRUCTION ~ (3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED

A. BUILDING
: . C
34G004 | B. WING 03/16/2009

e et et

. i N -
WAME OF FROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, 7IP CODE

, : . ' 400 OLD SMITHFIELD RD
O’BERRY NEURQ-] MEDICAL TREA TMENT CEN I'E{ R GOLDSBORO, NC Z7530
_.—————-M - M
.l a0 "SOMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION T (XS)
(EACH DEFICIBNCY MUST BE PRECEDED BY FULL PREFIX (BACH ACTION SHOQULD BE COMPLETION
TAG REGULATORY ORLSC ENTIFYING INFORMATION) TAG CROSS—REFEREN% O '.(1;%3- APFROPRIATE - DATEB
DEFICIEN :

w102 | 483.410 GOVERNING BODY AND w102
MANAGEMENT . '

'Ihefacﬂitymustmsurelhatspeciﬁogwmﬁng

'I'hisCONDl’l'IONisnotmetwevidenthy: The facility will ensure that managers and supervisors |-
Governing body and management failed to: provide a safe environment for individuals m Group | - 4/15/09
cxerciseop@'mingdhecﬁonandmmﬁmﬁngover : Home 5-5 diily by monitoring and supervising | -
the facility. Management failed to: provide individunls mccording to supervision requirements,
adequats supervision to clients in group home 5-5 implementing active treatment progsams and reviewing
oncetb;naedhadbeeni&nﬁﬁedhythe dwckshnelsmedbysmﬁwhodocummthe.mof
team in Chuster 5, ensure once staff individuals having time to themselves. Sce w104 for
were re-trained on supervision techniques in March, detailed actions. .
that all staff in group home 3-5 were cansisient
immlementing the levels of supervision that clients
ired, This resulted in the neglect of dlieat #1
(Wiog)

The cummlative effizct of this systemic practioe
resulted in the facility’s faiture to provide
statntorily mandated goveming body and
manapement sefvices to its clienfs.

W 104 | 483.410(aX1) GOVERNING BODY w104

The goveming ‘body must exercise general
policy, budget, and operating direction over the

This STANDARD is not met as cvidenced by:
Based on record review and coofirmed by
interviews with steff, the governing body failed
. to exercise general operating direction over the
facility. This resulted in the inedequatc
supervision and neglect of client #1. The
findings inclode: ’

LABORATORY DIRECTOR’S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X6) DATE

ARy deficiency statement endmg Witk an asterisk () d 7 deficiency which the mstifution may Te enoused Trom correctmg providing It is determined-that
other safzguards provide sufficient profection to the patients. (See jnstruetions.) Except for mursing homes, the findings stabed above are digclpsable 90 days
following the date of survey whethex or not & plan of correction is provided. For nursing homes, the above findings and plans of comrection are

disclosable 14 days following the date these documents are made available to the facility. Tf deficiencies are cited, an approved plan of ‘correction is requisite
" tp continued program participation. : :

3
A

TORM CMS-2567 (02-99) Previous Verzions Obsalete Event ID: 4FMZ11 Facility ID: 955758 1 contimuation sheet Page 1 of 14
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Printed: 03/19/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES - ‘ ' _ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X7) PROVIDER/SUPFLIER/CLIA 05 MULTIPLE CONSIRUCTION (%3 DATE SURVEY =
Y PLANOFCORRECTION |  IDENTIFICATION NUMBER: ‘ COMPLETED
K A. BULLDING A - ' c
. _ 345004 B. WING QINGN0LD
F{ANE OF PROVIDER OR SUPFLIER STRERT ADDRESS, CITY, STAIE, ZIP CODE
o : 400 OLD SMITHFIELD RD
O*BERRY NEURO-MEDICAL TREATMENT CENTER GOLDSBORD, NC 27530
[v: 7)) SUMMARY STATEMENT OF DERICIENCIES D PROVIDER’§ BLAN-OF CORRECTH iﬁ)
Qi | (EACH DEFICIENCY MUST BB PRECEDED BY TULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | coMpLEmION
G | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG : am“*mmmﬁﬁ?TaﬁgAWMWMME DATE

W04

Contigued From page 1

1. Clig.nts in group home 5-5 werenot adequately
supervised.

Reyiew includod pertinent snvestizations involving
snpel'VlS]On of clients residing in group home 5-5:

a. On 3/16/09 a facility investigation, dated
2/12/09, was reviewed. According to the

invesﬁgaﬁonateacherforgnmphnme 5-5 walked
into an ucﬁvityroomandfmmdolientsunamded-

| One of the clients required constant visual

supervision. Neglect was substantisted and staff
was re-inserviced on supervision levels of client in
5.5, The investigation noted a concem that staff
wasiextﬁndingsupervisionofme activity room 10
the hallway.on one side and the bedroom axca on

An in-gervice (signed by staff’ 2127409 throngh

was reviewed on 3/16/09. Document Teview
revealed the in-gervice took place prior 10:3/11/09,

‘ whenﬂwmcidentwimclim#loccumd. Staff on

all three shifis attended this in-sexvice. According
to the in-service, “Every fificen minute checks only
applympersqnalldsmepeﬁodsmchaswhenaq
individual is not in a group sctiing such ag their
bedroom. Do not leave an individual or the group
alone in the training (living) environment at any
time. .. Monitor {Client #1] from a visual distence at
1east every fifteer minutes if she chooses tohave

. time along...”

b. On 3/16/09 gnother faculty investigation, dated
2718709, was reviewed. ‘According to the

investigation a olient was without 1:1 attention per
her plan. 'Iheclientwasigaxeaeaﬁonmeawithtt

other clients anqonly one staff.

3/10/09) regarding supervision for group home 5-5

"wios | 1. In Group Home 5-5 by April 15, 2009 the follewing ansne
will be oceurring ’

b, At night, during hours of sleep staff will chock on
sndividuals every 30 minutes. Documentation of these
checks will not be mquit@i

c. A devition from this roodel requires the Team’s’
review with documentetion by the Program

tndividuals according to the agreed upon supervision
requirements and document fthese checks on the

2. Tbeguperﬁsionmquitemenmforeachinmmm . 41519
GmupHameS-S-wﬂlbeassmsedbymewmnmdmy
changes resulting - from the mpssessment will be
dooumenmdintheindividlml?e:wncﬂﬁmedl’laqby
the Program Coordinator 10 later than April 15, 2009..

3, During waking hours when individuals have time to' 4115109
themselves sapervision checks are required. Rate and
type of monitoring will be determined by the Team to
ensure safety of the individual actording to individual
supervision requiraments. (see Toabove). ’

TFORM CMS-2567 (12-99) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 03/19/2009
FORM APPROVED
OMB NO, 0938-0391

'9 e3ed

0BO+IBSEIT6

_CENTERS FOR MEDICAR U
mwmunuonmﬂmmwm5‘(ﬂ)mmmmmmmmmm1m (2 MULTIPLE, CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULLDING c -
_ 346004 | n wmve 03/1612009
FAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, CI1Y, STATE, ZIP CODR "
. 409 OLD SMITHFIELD RD ‘
. O’BERRYNEURO-MEDICAL TREATMENTCEN’I’ER GOLDSBORO, NC 27530 : )
oé) D SORBIARY STATEMENT OF DEFICIENCIES 1D FRGVIDER'S PLAN OF CORBECTION &5
PREFIX mwmnmmmmwumwmmmmmwavmu. PREFIX CORRECTIVE ACTION SHOULD BE COMPLETION
TAG Kmmuwmwoxumnmwmwnmnmmmmnmﬁ TAG amwnmmm§gﬁégggxwmwmmm DATE
W 104 Conﬁnuedl?mmpmz' w104 |a The Group Home Manager or the Lead 41549
R ' Developmental Technician T will make rounds 1o |
Interview with mmg@mtsmff on 3/16/09 ensure cient accountebility, supervision and safety,
revealed m“wf,,’l‘“*m w% to be a problem ond to monitor and document the completion of
50 IENAEETS encouraged Lnanno check cheets. Documentation of this
4-:;8&'“11““8‘18 of group home 5-5 at candom times review will oeeur on the individual check sheet.
wﬂwmmmﬂumhwmﬁwmmmmmmﬂ ' .
; b. On the days that the Program Coordinator or 4715/09
anywhere, staff stated, “No.” Cluster Administrator i
r are present rounds will -be
. . mmku)wmm(mmﬂmmwmmmmﬁmmaﬁmm,
m‘f} was not provided adequatc caicty, program implementation and uscuracy of
R . individual check sheets. These reviews wiﬂ. be
Mewofagm@mp]m“fms.smc.shiﬁ doaummuedhontheﬁtuugﬁnnmwgthatisalways .
rovealed there was 6 staff warking with 13 clieats kept at a designated location. v
on 3/11/08. :
- ¢.- The Administrator-On-Duty for the campus will 4/15/09
Review an 3/13/09 of client #1°s physical therapy make rounds in Group Home 5.5 at léast once per
mmmmdwwmmmﬂmw4wmmmmﬂddn sﬁﬁhﬁwmmﬂm&n@ﬂ&wm&mhmﬂhdﬁmm
mnammmmmmummemmm.nmmdma wemmedmmmnmmmmmgmmaﬁﬂmywwm
solid seat witha 2 and 8 half inch cushion, sting gram implementation and accuracy of individual
bak, special seat belt (wider and with Velcro chock sheets, Those reviews will be documented on
dmmﬂaﬂmgmhmmm&mﬂgﬁmmﬁmmwm mnGﬂmpHmmlmgmmismmtmndw@mmﬂ
mﬁpﬂ&ﬂmmm&aFmﬁmmwwwMﬂﬂ ﬁw. 1ocation.
wdm&mmwﬂdﬂmﬁﬂmﬂwwnwﬂ&ﬁ : .
proper placing of her feet. “However most of the 4. Custom Adsptations will assess-the status of all 415109
%mﬁdm ?ﬁmﬁlwwg wheelchairs and check the eppropriatencss of scating ‘
: U ,'Aﬁﬁﬁg,“ nol ﬁrmmhmmﬁaminﬁmqﬂkan& Adaptations
th{#maallwheelchmfpﬂmmmpwvedwﬂh will be made as necded for individuals who slide in
{his new, more appropriate wheelehair.” their wheelchairs .
Revxewofahealthcarepmomelmglstryrepmt 5. The a texm has made . 4/15/09
el B PRt o
o w;ﬂwhﬂﬂﬂ&rmmhﬂw&&bm mﬂmﬂﬁmmemmewmmmmmyudmﬁm The
: {he seatbelt was acr0s3 neck., She was umnﬁﬂam&mcmﬁMmNMAQMNmﬁmmmmm
p:mouneeddeadut,alocalhmpﬁtalonwuma Content schedule to ensure active treatment and the
. i ision of all clicnts in ; home 5-
Review on 3/13/09 of a statement dated 3/11/09 | b '“’c‘%,zm vy P;,,;‘j:mg’ rend by the
Program Coordinator Special eots Coordinator
in Group Home 5-5 no Inter than April. 15, 2009.
"FORM CMS-2567 (02-55) Provicus Versions Obsolete Bvent ID: sFMZiY TFacility ID: 935758 If continuation sheet Page 3 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR

O’BERRY NEIIRO—ME“ICAL TREATMENT CENTER

MEDICARE & MEDICAID SERVICES

x1) PROVIDER/SUPPLIRR/CLIA
IDENTIFICATION NUMBER:

34G004

Printed: 03/19/2009
FORM APPROVED
OMB NO. 0938-0391

e ———————————

5 MUCTELE CONSTRUCTION
A BULDNG

BWNG

T%3) DATE SURVEY
COMPLETED

STREET ADDRESS, CUIY, STATE, ZIP CODE

402 OLD SMITHFIELD RD
GOLDSBORO, NC 27530

S

Gl O
PREFIX
TAG

—SOUMMARY STATEMENT OF DEFICIENCIES
(BACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY ORLSC IDENT[FYNG]NFORMATIOW

(EACH CORRECTIVE
TAG
DEFICIENCY)

e T

73] FROVIDER'S FLAN OF CORBECTION 5)
ACTION SHOULD BE o
CROSS REFERENCED TO THE APPROPRIATE

. C
031672000

DATE

W 104

"Duting interview with gtaff#1 am 3/13/09, she

thnued Frompage3

by staff #l4revm1edshetookclia1t#lmher
bedroom at imetely-5:40pm on 3/11/09.
Further review of this statement revealed she then
went 1o fhe dining room and assisted with feeding
other clients, Further review of the statement
revealed, “When the clients are in their bedrooms
we usually all check every 5-10 minutes (sic).

With clieat #1 we all know che likes to slide down |
somnomaﬁcwea!lkmwwkwpdmckingonm."

sﬁncdshewasbeinginmviswﬂby&e cluster,
sdministrator CA) in conjunction with an :
investigation on 3/11/09. St #1 cams out of the
CA’s office and askndﬂwuﬂletsmﬁ'abwtcﬂm
#£1. Stafftold her client #1 had not eaten yet, S0
staff#1 walked acx s the hallway to her bedroom
and called her neme, Staff#1 gtated that she found
client #1 shumped in her chair with her seatbelt
around her neck arcund 6:45pm. She stated olient
#1"sey%wmopmandhalipswerepale. Staff
#1 called for ausistance. Staff i1 classed to staff
#15. Staﬁ’#lSwasvdthagiu‘xpﬂmtreqvﬁmd
vigual supervision anéoouldnotleaveher group, 80 .
she yelled for assistance. Staff #1 stated she slid
client #1 downoutofherchairinherbedroomand
undid her seatbelt and staff#20 came into the room
and started cardio-pulmonsry resuacitation (CPR).
During interview on 3/13/09, gtaff #1 stated they
wou!dchbckoncﬁexn#lbmmshgwouldsﬁde
down in her wheelchair but she had never wiggled
down this far before.

Interviewwithnnrmandmedicalstaifatﬁw
ﬁzdmycn?:/lﬁlw:evealedémﬁ‘#maﬂlndﬁr
assistance, a code bhue was called, CPR.
continved in cﬁoﬁsmmmmmwwm#l. The
resomsquadmﬂvedandcﬁmt#lwm

April 15, 2009 on the following’
intained by Staff Development:

a - Best practices

Sperial Projects Coordinstor.
b. “How to Bea Working

6. Staff of Group Home 5.5 will receive training by

in oommmaanng egsential
information when transferring  client responsibilities |
ﬁnmone-smiftonnutherwiﬂbein—servicedbythe

conducted by the Center Director ordesignee.

M58
with sigued rosters

'4115/09

training will be 415109

FORM CMS-2567 (02-99) Prevmm Varsions Obsolets
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' DEPARTMENT OF HEALTH AND HUMAN SERWCES
: CENTERS ROR MEDICARE &

NAME OF PROVIDEK OR SUFPLIER

MEDICAID SERVICES

Printed: 03/19/2009
FORM APPROVED
OMB NO. 0938-0391

(X2) MIILTIFLE CONSTRUCTION
A. BULLDING

B. WING

{%3) DATE SURVBY
COMPLETED '

o]
0371612089

O’BERRY NEURO—D_{IEDICAL TREATMENT CENTER

STREET ADDIESS, CITY, STATE, Ztp CODE

400 QLD SMITHFIELD BD
GOLDSBORQ, NC 27530

@D
] PREFIX
TAG

e e
SUMMARY STATEMENT OF DEFICIENCIES
{(BACH DEFICIENCY MUST BE PRECEDEDBY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

DEFICIENCY)

. : .
mw PROVIDER' S FLAN OF CORRECTION - [4,55
PREFIX (BACH COBRECTIVE ACTION SHOULD BE - COMPLETION
TAG ACROSS-REFERENCE) TO THE APPROFRIATE DATE

w104

Continued From Page 4

Transported to a local hospital where she was
pronownced dead at 7:43pm. :

Review of a supervision inscrvice dated 22T/05-

- 3/10/09 revealed client #1 was to be chocked

every 15 minutes when she was away from her

Obscrvations at the facility on 3/13/09 and at
3/16/09 revealed staffhad impleiented a system

" of documenting when clients in group home 5-5

1eft their 2 groups (Group A and Group B) to po
4o other areas on the hame. Per staff interview
on 3/113/09 fificen minute checks were not
teing documented prior to client #1°s death.
Following the death, thie facility implemented
the fifteen minute supervision checksheets.

Review of these supervision checksheets on
3/13/08 and on 3/16/09 revealed staff were
completing the sheets anytime 2 client in group
home 5-5.1eft Zroup A or group B to ensure staff
were certain of clicnt’s exact locations in the
unit at all times. ’ .

Interviewawiﬂlstnﬁ'wdﬂdnghgmuphnmaSnSm
313409 and an 3/16/09 revealed some staff were

1 nmminmctlyhuwmimpl,emzntthe :
 checkiheets. Some staff thought they were only to

be implemented ot might, same staff thought they
hadtobe im:;laummedall'lhetimeand some staff
was not certain this systen was in effect.

Interview with facility management staff on
3/16/09 revealed following client #1°s death in
gronp hiorne 5-5 that the only system
meanagement put in place to ensure adequate .
ion was {he implementation of the fifteen
minute checksheets. Facility management staff

W 104

FORM CMS-2567 (02-99) Previous Versions CObsaleto
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Event ID: 4FMZ11 Facility ID: 935758
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DEPARTMENT OF H
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Event ID: 4FMZ11

EALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938:0391
' OF DEFICIENCIES | (X1) FROVIDER/SUPPLIER/CLIA (X3) MULTIPLE CONSTRUCTION 00y DATESURVEY _
'AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING . c
34G004 B. WING 3/16/2069
' NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIVY, S TATE, ZI¥ CODE g
- ’ CAL 400 CLD SMITHFIELD R
O’BERRY NEURO-MEDICAL TREAT! ENT CENTER GOLBSBORO, NC 27530
&H D BOIEARY STATEMENT OF DEFICIENCIES D ~“PROVIDER'S PLAN OF CORRECTION T (X5)
PrFX | (RACHDEFICIENCY MUST BE PRECEDED BYFILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFFROFRIATE DATE
' DHFICIENCY)

Wi04 | Continued Frompage5 . W 104

Acknowledged there was confusion regarding

the use of the checksheets. ) o
WWZZ'ﬂﬂAmCLENTﬂKHEﬂmn$ w122 'TMﬁmmyﬁnmmmmnmmﬁmhmew 4715109

' ' ‘ Home 5-5 will be safe from neglect by the following: . .
The facility must ensure that specific client ’
o : I, Durig waking hours, staff will check o 415109
pxmechonsreqmrememmmet . individual 15 mimfes who have dme’ to :
themselves away from staff and docoment these checks

. on the individual supervision check sheet.

This CONDITION is not met as evidenced by: 2. At night, during houts of sleep staff will checkan | 4015409
The facility failed to: develop and implement individuals every 30 minutes. Documentation of these
ga,o:iggm that prohibited the ngg‘sot of a client checks will not be required. '

' o ‘ &AA&M@mnmmmquﬂmmmﬁﬁmﬁmﬁs s
The cumulative effect of these systemic review with docnmeniation by the Program
practices resulted in the fecility’s failure t0 Coordinator  of the individual’s supervision
provide statutorily mandated services of client requirements in the Person Centered Plan.  Theses:
gmteﬁionsmitscliems. ) supervision requircmens wﬂlberevlewedauleast.

: annually and chenged as needed. Staff will check on
individualsacoordingtoﬁmamydupun supervision
mquhmMmddocmm;mcsécheclmunﬂxe
individnal supervision check sheet asyequired.

e | See W149 for detailed actions.
w149 483420()(1) STAFF TREATMENT OF CLIENTS W 149 . ’ .

: ,_ ] R L. Staff of Group Home 5-5 will receive training by 4115/09
Eﬁﬁﬁﬁfm“ﬁﬁﬁﬁﬁﬁﬁﬁﬁ““mﬁ; AmﬂliZMDonmemmmmgstmmdeW
peglector nhl’m“’“.o ¢ the cli el ‘5“““‘ W maintamed by Staff Development: N
This STANDARD' eviden - a. The Cluster Administrator will easure all staff bave 4/15108

1 Basedgn observaﬁi’;!;,‘otm’:&:daxswisw ;:‘d by: received the memoranda by Secretary Lanier Cansler |
confimed by interviews with staff, the facility “The Zero Tolerancs for Clicu Abuse Negleet
neglected to provide . rvision to Emlomm ﬁor_Failm l:) Comply With Mandatory
the safety of clienis who resided in unit 5-5 after Reporting Requiremets dated February 4, 2009 and .

s b boen identified through investigations “Mandatory Reperting da:edFebmmy24,2009
conducied witin helast three montts. The b, The Special Prajects Coordinator will train all saff | 4/15/09
' onﬁxe“bestpm@ﬁpa‘?insh_mﬁlgmsenﬁaliﬁomaﬁnn'
1. Clients in 5-5 were not provided adedquate when transferring client responsibilitics from one staff
 Docummeat review included pertinent
FORM CMS-2567 (02-59) Previgus Vemions Qbsolets Faollity ID: 955758 1£ continuation sheet Page 6 of 14
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W 149 | Continued From page 6 W 149
: : : 2. ‘The supervision requirements for each individusl in | . 4/1509
Investigations involving supervision of clients Group Home 5-_5 will bo asseised by the team and any
residing in group home 5-5: . changes mulnng from the assegsment: will be
= docuinested in the individual Person Centered Plan by
a. On 3/16/09 a facility investigation; dated {hia Program Coordingior no Iater than Aprit 15, 2009..
12/09, i . i ' . o e
ﬁvﬁjsu s ft‘"‘"wfd f:;‘m“,g to “}f_s ' 3, During waking hours when individuals have 4115409
walked into an activity room and found clients tiine to themselves supervision checks are roquired.
unatiended, One of the clients required constant Rate and type of ionitoring will be determined by
visual supervision. Neglect was substantisted the H&aﬁnanon Team to ensurc safety of the |
and staff was re-inserviced on sipervision levels indivi according to  individugl  supervision
| of clients in 5-5. ‘The investigation noted a requirements.
concern that staff was extending supervision of
the activity room 10 the hallway on one side and ;mlm eg;’l“?remm% or “‘emﬂ' 45109
the bedro the ide. . make
e bedroom arca on the other side. . throughout each shift o emswre client
An in-service (signed by staff 227/ ihrou ,woountabﬂity. supervision and safety, program
3110/09) xe;:rg?ﬁg mgvﬁhﬂm gsmp hoﬁ?e mplemenmﬂc;n and 1o monitor and document the
5.5 was reviewed on 3/16/09. Document revicw completion of check sheets. Documentation of this
| seveated the in-service took place prior to review will occur on the individual Check Sheet.
3/11/09, when the incident with client #1 .
oow,;xed Sg!ﬁ‘on all t:r:ev:hxﬁs a:tendedﬁlis b. On the days that the Program Coordinator or 4715/09
in-service. According to the in-service, “Every Cluster Administrator are present _r('mnds willl’ be
fiftcen minute checks only apply to personal made to ensure client acconnigbility, supervision,
Jeisure periods such as when an individual is not safety, program implementation and accuracy of
feave an individual or the gronp alone in the dqmnneqwdoniheGmugHomelogthausalways
training (Hving) enviromnent at any kept at a'designated location.
time, .. Monitor {Client #1] from a visual L L : .
GMdeMQMngmMmmﬁme c. The Adminiiirator:On-Duty for the campus will | 4/15/09
chooses to have time alone - makemnndsmGroupHomeS-ﬁmleastmwpetshmv
in the evenings, i nights, w'ee]wnds and-holidxys‘ to
b. On 3/16/09 another fasility investigation, progmmcilrl:‘;;imnfnmﬁon ;!;;y “accuravy ;gn, m
dated 2/18/09, was reviewed. According to the Check Sheets. ‘These reviews will be documented on
investigation a client was without 1:1 attention the Group Home Leg that is kept at a designated
per her plan. ‘The client was in a récreation area location. )
| with 4 other clicnts and only one staff.
1 2. Client #1 was not provided adequate
supervision. : '
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@) D SONMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION ) .
PREFIX m&mnuwmmwumwmwmmwmnwmmL PREFIX mMmammwmmanmspmmnz COMFLETION
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W 149 | Continued Frompage 7 w149 4, . Custom s will assess the status of all 4115708 .
. : wheelchairs and check the spproprigteness of seating |
Review of a group home planner for 5-5 for C- for each jndividual in Group Home 5-5. Adaptations
chift revealed there were 6 staff working with 13 | will be made as nzeded for mdividugls who sfide in
clients on 3/11709. ‘ -their wheelehairs-
Roview on 3/13/09 of client #1°s physical 5. The program team has already aade necessary 415009
therapy functional assessment dated 4717/08 adjustments with client groupings, activity locations
revealed she had a standard adult type and. staffing to ensure necountability and safety.
wheelchair. ¥t included a solid seat with a 2 and The team will continue to review and address the
ahﬂlfinch cushion, Sﬁngbﬂck, spedalsc&t be‘lt Progrm Content sc_hedllle to ) ensure ) .‘aciIVe
(wider and with Velcro closure) a sting or treatment and approprisfc required: supetvision of
hammock style footrest system and padded each client in Group Home 5.5, ‘This will be
armrests, Further review of this evaluation completed and inserviced by the Program
revealed the footrest was modified for proper Coordinator and Special Projocts Coordinator in {
placing of her foet. “However most of the time Group Home 5-5 no later than Apsil 15, 2099.
as noted and repo! }ient #1] prefers to sit :
m,egﬁm?guﬁ[fﬂﬁ@i"mmm 6. Siaff of Group Home 55 will receive training |  4/15/09
soted that overall wheelchair position is by April 15, 2009 on the following with signed
with this new, tore appropriate tosters maintained by Staff Development:
wheelchair.”™ S .
s, Best practices in communicating essential 4/15/09
Review of a health care personnel registry report information when tremsferring client responsibilitics
dated 3/12/09 revealed client #1 was found from ons staff to another will be in-gerviced by the
. unresponsive. She had slid down in her Special Projects Coordinator. o
wheelchnirandﬂleseaﬂmltwasamssh:tneck. ) . et
She was pronounced dead at a local hospital on b. “How to Be a Working Supervisor” training will | 415109
3/11409. be conductedby the Center Director or designes.
Review on 3/13/09 of a statement dated 3/11/09
by staff #14 revealed she took client #1 to et
bedroom at approximately 5:40pm on 3711709,
Emhxmﬁmuﬁmhawmanwmkd
ﬂﬂmnﬁwdszmemﬁthmmmmwa
usually check every 5-10' minutes(sic). With
client #1 we all know she likes 1o slide down so
wmmmEWMQUmmwmkapdmd¢monhm"
During interview with otaff#1 on 3/13/09, she
Event T; 4FMZ11 Facility I 95ﬁ58 If continuation sheet Page 8 of 14
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Stamdshewasbeingimviewedbyﬂxeclusm
administrator {CA} in conjunction withan .
inv%ﬁgiﬁunt!llIw. Staft#1 came out of the
CA’s pifice and asked the other staff about eliéat
#. StafFtold her client #1 ‘had not eaten yet, 80

scateddimnﬂl‘aeyesmopmmwlipswem

Staff#1 called for assistanee. Staff#1 called
to staff#15. Staff#15 wes with o group that
required vicual supervsswnandouuldnotwehar

,sosheyelhdforasﬁsmnce-.smﬁf#l stated
she stid clicat #1 down ot of her chair in her
bedmmandxmxﬁdhermlbeltnndstaﬁ#lﬂm
resuscitation (CPR)- Duﬁnghmiew.mﬂmlw,
- gtaff#1 stated they wauld chedk on client #1

Phone interview on 3/16/09 with staff #15
- rovealed on 3/11/09 she was involved ina
meeting with the CA ipvolving an imvestigation.
After the meeting, staff #15 stated she would
monitor the while staff #1 was being
interviewed by the CA. and the advocate. She
interviewed. When staff #1 came out of the
office she w o out into the dining rwom and
asked if client #1 had eaten yet. Staff#15

tod stated #1 said ‘come here® and “that’s
| when everything started.” Staff #15 reporied
calling for help-and stated “a lot of people
came.” Staff#15 eported she did not know
client #1 was in her room and stated staff should
‘tell sorneone if they putacxientintheir room.
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Imterview with nurses and medical staff at the
facility on 3/16/09 revealed staff #10 called for
assistance, a code blue was called, CPR
continued in efforts to resuscitae client#1. The
rescue squad arrived and client #1 wes-

PN 1o a local hospital where she was
pronounced dead at 7-43pm.

During intorview on 3/13/09, staff #17 stated she
b witnessed client #1 sliding down in her

| checked every 15 minutes when she was away

“| left their 2 groups (Group A and Group B) o go

_ documented prior to client #1°s death.
| ‘Poltowing the death, the facility implemented

wheelchair but staff would reposition her before
she stid 1o her upper stomach. ‘We reposition her
when she starts “yelling”.

Review of staff #13's statement dated 3/12/09
revealed, “[Client #1°s] normal routine would be
4o git in a chair watching television or lay on her
bed with the TV on. She would be checked
evéry 15 minutes by the pesson who putherin
the room, the one who was assigned 10 her or
anyone who had heard her scream who check fo
make sure she was okay.”(sic)

Review of supervisinﬁ requirements dated
2/27/09-3/10/09 revealed client #1 was to be

from her group.
Observations at the facility on 3/13/09 and at

3/16/09 revealed staffhad implemented a system
of documenting when clients in group

to other areas of the home. Per staff interview

wyxwmmmmwmwmmg

the fifieen minute supervision checksheets.

W 149
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Wi49 | Continued From page 10

times.

;. Some staff

ensure

providing goods or

5.5, The immediate jeop

notified of the

services
maintoin the mental or physical healthof
client”, including « eaving a client who requires
aggistance un ised, placing them at rigk.”

Review of these supervision checksheets on
3/13/09 and on 3/16/09 rovealed staff were
completing the sheets anytime 2 client in 5-5 left

mmiewswimsmﬁwmwngiﬁﬂm group hiome on.
.3n3/09andon3n6m9:evm!edsmnemﬁ'wue
notoe_ttainexacﬂyhowmimplementma

they were only t0

bc‘nnpluqznwdatnighhsomemﬁmngt&w

group homs 5.5 that the onty system put in place to
] ision was the
jmplementation of the fiftcen minute checksheets,
Fadﬁtymanngdnentsmffastmwiedmdthfmwas
confusion regarding the use of the checksheets.

On 3/17/09 the facility’s policy, Reporting of

Abuse, Neglect & Exploitation

reviewed. The policy defined neglect as “Not
nécessary

of Clients, was

10

The Team on-site sdentified a sitwation of
| jmmédiate jeopardy 1o the clients in group home

axﬁywasalackofa

sufficient process to adequately supervise the
clients residing in group home 5-5, therefore
putting them at incm_Sed risk. The facility was

jeopardy on 3/16/09.

] immediate
The facility was able to develop a plan on-site to

w149
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. meet individually with each staff who works in
V.5 and re-inservice them on the supervision

i for the individuals who live there
and the staff’s requirements 1o document this
monitoring: We will insure that each staff
understands that th
made: i

1. Monitoring checks of 15 minute intervals for
_all individuals in the home will begin
;mmediately and this monitoring will be
documented on the form that has been
developed.
a day

7. This monitoring will be done 24 hours

| 7 days = weck until Exécutive managemen
determines it may be tessened. This will be no
1ess fhan 30 days.

reviewed the maxitering

any problems with the log they will immediately
comtact the acting PC sod CA and begin ao
administrative review that may Yead to disciplinary

following chanpes are being

t team
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Remove the jeopardy to the clients which
{ included the following:
sPlan of Supervision and Monitoring to Ensuxc
| Safiety in Group Home V-5
“ymmediately beginning today we will begin to
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action.

mmpletndﬁ;ismnitqﬁng. -Should any
probloms be identified, they will immediately
notify the Deputy Director and the Center
Director éndanadmhﬁmanivemviewwill be
nitinted, - g

5. Daily onoeinmzmonﬁmandonoe inthe
eveming, the QA officer, and the Special Projects
Coordinator will personally coms 10 v-5and
monitor the supervision and aotive treatment.
They will look to ensure the individuals are
properly supervised at all times and that
documentation is in place. They will send daily
reports to the acting CA. K they ghould ses any
problems they will immediately repost them to
the Deputy Director and the Center Director and
administrative review will be imitiated.

6. During the night on the A shift the AOD will
come to the build honrly&oreviewthe
documentation and also initial the

Should any problems be notified they will
ixnmekiime!ycanﬂlzCAmmpdrttheissuefmmﬂ.
7. All team members who work in this area will
be tasked to review program cantent and make
sure that it’s effective and meets the needs of the
individuals there. This will be completed in onc

SRV

‘This plan was reviewed by the tam on-gite. In
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Implementation of Steps 3 ghrongh 7 will be

assessed during a follow-up visit within 30 days. -
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response 0 the immediate implementation of
Steps 1 and 2, the jmmediate jeopardy was
] removedtomcclimtsmsidinginmits-s. This -
plan was signed by the center director and the
deputy director of the center on 3/16/09.

L1
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